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M R. PRESIDENT: I venture to bring the subject of 
this paper before the society because I am convinced 
by experience that the operation which I shall describe is an 
exceedingly good one, and, although an account of it was pub¬ 
lished by its original designer as much as sixteen years ago, 
it has received but little attention from subsequent writers. 

Persistent urinary fistulas in the perinasum are not rare, oc¬ 
curring as the result of wounds of the perinasum, abscess and 
infiltration of the urine due to stricture or rupture of the ure¬ 
thra, and sometimes remaining after ordinary external 
urethrotomy, or median lithotomy. The immediate cause of 
such fistulas as I shall refer to is almost always perineal sec¬ 
tion done by the surgeon for one reason or another. When 
urethro-perineal abscess has run its course without surgical in¬ 
terference, numerous fistulous tracts frequently remain, the 
case being usually complicated by stricture. For the relief 
of this condition no method is more popular than a median in¬ 
cision into the urethra, urine and pus then passing freely 
through the large recent wound, the irregular and outlying 
fistula: usually closing rapidly. It is true that the complete 
removal of stricture of the urethra at all points anterior to the 

•Read before the New York Surgical Society, October n, 1886. 
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fistula, the systematic use of large sounds, the correction of 
defects in the condition of the bladder and urine, and the ap¬ 
plication of the actual cautery or caustics 'to the granulating 
edges of these unnatural openings, will often succeed in ob¬ 
taining their closure. When little or no loss of tissue has oc¬ 
curred, the tendency to spontaneous cure is very great, as is 
noticed so often when external urethotomy has been per¬ 
formed for the relief of uncomplicated stricture. And yet 
there remain certain cases, chiefly those in which considerable 
loss of substance has occurred, which are not benefited by any 
of the measures just referred to. For these cases a systematic 
operative procedure is required. In 1870, in his “Hand-book 
of Operative Surgery," Julius von Szymanowski described an 
operation for closure of fistula situated in that part of the 
urethra anterior to the scrotum. This operation was, as, Szy¬ 
manowski himself states, suggested to him by a somewhat 
similar operation already done by von Langenbeck, and is 
thus described: In the case of a fistula lying in the long axis 
of the penis, a straight incision is first made, beginning a short 
distance in front of and ending a short distance behind the fis¬ 
tula. The skin on one side of the fistula is then undermined 
with the knife, and made easily movable. A half-oval flap 
of skin on the other side of the fistula is then cut, freed from 
the epidermis, and dissected up, except at the edge of the 
fistula. The dissected flap is then to be inverted, pushed un¬ 
der the already lifted skin on the opposite side, held in place 
by sutures passed through the bottom of the pocket, and the 
movable skin drawn over it and also sutured. To provide for 
urination, Szymanowski recommends that an elastic catheter 
be passed into the bladder and tied. Szymanowski does not 
state in his book that he ever did this operation. In 1874 
Dr. Robert F. Weir closed by this method a very obstinate 
ante-scrotal fistula in a patient at St. Luke’s Hospital. This 
case is described in detail in a paper by Dr. Weir, published 
in the first April number of the “Medical Record” for 1878. 
Modifications of this method were also made use of by me in 
a number of cases of ante-scrotal fistula. Some of these were 
published in the July number of the “Illustrated Quarterly 
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of Medicine and Surgery" for 1882, and others I have reported 
at meetings of this society since then. 

The patient already referred to as operated upon by Dr. 
Weir had also an obstinate perineal fistula. He left the hos¬ 
pital with his ante-scrotal fistula soundly healed, and returned 
during the service of Dr. T. T. Sabine. Dr. Sabine applied 
Szymanowski’s operation to the. perinanim, and succeeded in 
closing the opening. I saw Dr. Sabine’s operation performed 
and determined to make use of the method in a similar case. 

Case I.—My first case was that of Thomas Hills, set. 28, who was 
admitted to St. Luke’s Hospital on June 19, 1876. lie had a large 
old perineal fistula. The operation was done on July 28th, and will 
be presently described. At that time I believed that the only method 
of completely preventing the passage of urine over the seat of opera¬ 
tion was the introduction of a canula or catheter into the bladder per 
rectum , and maintaining the same in situ for some days after the oper¬ 
ation. This method I have since found to be entirely unnecessary. 
In the case of Hills the catheter was introduced, but at the end of a 
few hours became clogged and caused such intense irritation that it 
had to be withdrawn, and, the bladder soon after emptying itself 
violently by the urethra, a large amount of urine was forced through 
the wound. This accident, and probably also my lack of experience 
in the details of the operation, brought about a complete failure. 
This patient left the hospital before I had another opportunity to op¬ 
erate upon him. 

Five other cases have come under my care since that time, 
these six being all the cases of urethro-perineal fistula in 
which I have operated from June, 1886, to the present time. 

Case II.—John Jurgens, tet. 36, a German, was admitted to St. 
Luke’s Hospital, February 2, 1882. Perineal cystotomy had been 
performed upon him in another hospital in August, 1881. For the 
closure of his large perineal opening I operated by Szymanowski’s 
method on August 25. On September 2 an involuntary evacuation 
of the bladder forced a few drops of urine between the flaps. The 
same accident happened two or three times afterward, and the wound 
was not pronounced to be soundly healed throughout till the end of 
November. He was then well, and a French sound No. 29 passed 
easily into the bladder. 
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Case III.—M. H. Gallagher, mt. 28, an American, was_admitted to 
the St. Luke’s Hospital, April 26, 1884. He gave a history of peri- 
lteal abscess and fistula; of six months’ standing. l ,- or the relief of 
stricture, external urethrotomy was done upon this patient by Dr. Lit¬ 
tle on May 1. 1 ’he perineal wound refused to close, although treated 
by numerous non-operative methods. The urethra admitted a No. 32 
French sound readily. On July 18 I did Szymanowski’s operation, 
and on August 4, seventeen days afterward, the parts were completely 
healed. 

Case IV.—William Purtle, mt. 39, an Irishman, was admitted to 
Bellevue Hospital on September 17, 1884. Six days prior to admis¬ 
sion the patient fell astride a beam and ruptured the urethra. In¬ 
filtration of urine and abscess followed. Perineal section was per¬ 
formed on the day of admission. The wound did not completely 
close, and the patient came under my care in October. On Novem¬ 
ber 6, anterior strictures were divided until No. 32 could be readily 
passed. Various non-operative methods were adopted to induce 
closure of the fistula without success, so that, on December 18, I did 
Szymanowski’s operation, Thirteen days after the operation the 
wound was completely healed. 

Case V.—John Gilford, mt. 47, an American, was admitted to Belle¬ 
vue Hospital on January 8, 1885. On admission he had extensive 
infiltration of urine due to stricture. Perineal section was done at 
once, several other incisions being required. At a subsequent period, 
March 4, all strictures were divided by internal urethrotomy until a 
No. 32 French sound could be easily passed. In spite of every care, 
the perineal wound refused to close, and I operated for that reason 
on May 18. 

June 6, nineteen days after the operation, the wound was firmly 
healed. 

Case VI,—J. R. Horne, a;t. 45, an Englishman, was admitted to 
St. Luke’s Hospital on November 5, 1885. This patient had had ex¬ 
ternal urethrotomy performed on him for the relief of stricture in 1877. 
A perineal abscess tormed in 1884. His fistula reopened in June, 
1885, and did not again close. External and internal urethrotomy 
were performed upon him in November, 1885, and in January, 1885, 
a Szymanowski’s operation was done for the closure of the perineal 
opening. This operation did not succeed, probably on account of 
cystitis due to a calculus which I detected when the patient came 
under my care in February last. This calculus I crushed and removed 
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through the perineal opening. The cystitis being much reduced and 
the calibre of the urethra having been restored to No. 32 French, I did 
Szymanowski’s operation on June 5. No accident happened, and on 
July 9. thirty-four days later, the wound was soundly healed. 

One case, the first, owing to imperfect management, failed com¬ 
pletely. Five cases succeeded, and in none of them was any second 
operation required. 

The second case required three months and six days to obtain sound 
healing; the third, seventeen days; the fourth, thirteen days ; the fifth, 
nineteen days, and the sixth, thirty-four days. No symptom of the 
slightest importance occurred in any of the last five cases, and the 
length of time occupied in recovery certainly compares very favorably 
with that often spent in futile and even successful attempts to close 
perineal fistula without operation. 

The plan adopted in all of these cases was as follows, and, if the 
description seems tedious, my excuse must be that I believe the success 
of the operation to depend largely upon a close attention to details: 

Some time previous to operation the entire urethra was cleared of 
all evidence of stricture, and the urethra accustomed to the passage of 
sounds; any sinuses in the neighborhood of the fistula were opened 
and soundly healed. If cystitis existed, it was removed as far as pos¬ 
sible, although a moderate amount of chronic cystitis certainly does 
not contra-indicate the operation. 

The day before operation the bowels and rectum were thoroughly 
cleared in order, especially, that for several days after the rectum and 
adjacent parts might be kept perfectly quiet by a free use of opium. 
The perirucum was then shaved and perfectly cleansed, and the blad¬ 
der emptied with the catheter and thoroughly washed out with a weak 
solution of either borax or carbolic acid. The edges of the fistula 
were then either scraped or cut so as to remove all suppurating gran¬ 
ulations which would naturally increase discharge and prevent early 
union, 

A single straight incision was then made, from A, three-quarters ol 
an inch in front of, to B, three-quarters of an inch behind the fistula 
(Fig. 1), This incision passed through skin and superficial fascia, and 
(losely skirted the right side of the fistula. The edge of this incision 
was raised, and, working with a small blade to the patient’s right side, 
the skin and fascia were undermined until a pocket was formed includ¬ 
ing the area A C B F, the right edge of the pocket being indicated by 
the dotted line A C B. 

On the opposite side, a curved incision A D B was then made, the 
greatest width of the flap thus marked out being three-quarters of an 
inch to one inch. 
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This flap must be generous and should include a good padding of 
fascia, as, when it is lifted, the shrinkage is great. 

Before lifting the flap a thin layer of skin was removed from its sur¬ 
face. This is best done with a small curved scissors, the superficial 
layer of skin being rapidly chipped off. 

The freshening process was carefully extended over the entire area 
A D B F, excepting over a surface a little larger than the fistula, and 
immediately next to it. 

It was thought best to leave this portion undenuded for the imme¬ 
diate cover to the fistula, because less cicatricial repair would occur, 
and less pus would be formed than if a raw surface were presented to 
the urethra (see Fig. 2). The flap A D B was then dissected up close 
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Fio. 1. Fig. 2. 

to the median line, and inverted, its attached edge acting as a hinge 
and as a medium for blood-supply. 

Five or six fine catgut sutures were passed through the skin at dif¬ 
ferent points a little beyond the dotted line, A C B, into the pocket, 
then through the free edge of the flap, and then back into the pocket 
and out through the skin. Five or six loops were thus formed, by 
drawing upon which the flap was closely drawn down to the bottom 
of the pocket, and the free ends of the loops were tied'. (See Fig. 
3). Two or three sutures of catgut were now passed with a curved 
needle through the upper surface of the inverted flap so as to firmly 
bind it to the parts beneath. Sometimes with interrupted and some¬ 
times with a continuous catgut suture the free edge A F B, was now 
securely fastened to the edge A D B.’ (See Fig. 4). Irrigation with 

’In the first two cases silk was used, and, I think, interfered with healing. 

’The line of suture was thus removed to a distance from the fistuin, large raw sur-' 
faces were brought in contact, and two .thick layers covered the fistula. 
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carbolic acid or bichloride solution was used throughout, excepting 
in the first case. 

The dressing consisted of iodoform, iodoform gauze, and a cotton 
pad, held in place with a T-bandage. A morphine suppository was 
usually introduced before the dressing. 

The subsequent treatment consisted in a free use of opium to pre¬ 
vent the rectum from acting, and the use of the soft catheter, the latter 
at least every six hours and as much oftener as was required. Sometimes 
the catheter would be required as frequently as every three hours, and 
sometimes it caused moderate urethritis. 



Fig. 3 . Fm. 4. 

The catheter was always, excepting in the first case, thus used: It 
was introduced and the water drawn off. The bladdar was then gently 
washed out with a weak solution of either carbolic acid or borax; I 
prefer the latter. On withdrawing the instrument, the end was tightly 
pinched until the whole catheter had been removed from the urethra. 
This plan seemed to reduce the chance of contaminating the. wound 
with urine from the inside to a minimum, and is certainly much to be 
preferred to the practice recommended by Szymanowski of tying in a 
catheter, or that made use of by me in my first case of puncturing the 
bladder through the rectum. 


